| CLINICAL IMAGES
A 57-year-old male presented with chest discomfort and an ECG demonstrating diffuse ST elevation in the anterolateral and inferior leads with Q waves ( Figure 1A ). Although the patient reported a similar episode of chest discomfort 8 months prior, he did not seek medical attention. Coronary angiography revealed a chronic total occlusion of the left anterior descending artery and acute occlusion of the dominant right coronary artery; the latter was revascularized (Figure S1B-D) . Left ventriculography revealed an akinetic apex with a large filling defect involving the distal half of the left ventricular (LV) cavity ( Figure S1E ). As transthoracic echocardiography (TTE) confirmed a large layered apical thrombus (Figure S1F-G), the patient was anticoagulated with warfarin for 6 months. The incidence of LV thrombus in the percutaneous coronary intervention era is variable with a reported range of 15%-25%. 1, 2 Although left ventriculography may suggest an apical thrombus, echocardiography and/or cardiac magnetic resonance imaging are strongly recommended to further characterize the filling defect. Recommendations for the duration of systemic anticoagulation to prevent thromboembolic events is between 3 and 6 months. 
